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of Bagdad lived Hakeem, the Wise One, 


and many people went to him for counsel, which he gave freely to all, asking nothing in return. 


There came to him a young man, who had spent much but got little, and said: “Tell 


me, Wise One, what shall I do to receive the most for that which I spend?” 


Hakeem answered: “A thing that is bought or sold has no value unless it contains that which 


cannot be bought or sold. Look for the Priceless Ingredient.” 
“But what is this Priceless Ingredient?” asked the young man. 


Spoke then the Wise One:“My son, the Priceless Ingredient of every product in the market- 


place is the Honor and Integrity of him who makes it. Consider his name before you buy.” 


‘Copyright, 1922, 1945, E. R. Squibb & Sons 
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AN INTEGRATED PLAN FOR EDUCATION IN HUMAN 
RELATIONS AND MENTAL HEALTH 


RALPH H. OJEMANN 
State University of Iowa 


It has become clear to all of us that if man does not solve the 
problem of building an environment in which the human person- 
ality can grow, the mental strains of maladjustments may become 
so great as to destroy him. Already there are many indications 
that mental illness in its various forms is seriously affecting an 
increasing proportion of our population. Since most of these 
strains arise from dissatisfying relationships with others, the prob- 
lem becomes more important as the world grows smaller and the 
interactions among people increase. 

Studies of many cases of mental breakdowns have made it 
quite clear that a high proportion of them need not have occurred. 
If someone such as a parent, teacher, advisor, the individual’s as- 
sociates or the person himself had applied some of the simple prin- 
ciples of emotional development, the strains would not have 
mounted to dangerous proportions. Such findings have suggested 
the question—What can be done to teach parents, teachers and 
others the principles of emotional development? Can mental health 
be taught? If so, how? What part can the school play? These 
questions have been the subject of the writer’s research program 
for over the last decade. Some interesting findings have appeared. 
It is the purpose of this paper to describe those that are of special 
interest to the school. 

We may begin with a few fundamental] conceptions as to how 
mental strains develop. Suppose we consider a child who wants 
to be first to such an extent that it interferes with home or school 
activities. Some of the common ways of dealing with this behavior 
are to reprimand the child, making him be last, sending him out 
of the room or the family circle or otherwise forcing him to change 
his behavior. It is well known that the behavior “wanting to be 
first most of the time” may be motivated by a feeling of inferiority 
or inadequacy. That is, through a series of experiences the child 
has developed a feeling that he is not as good as the others or that 
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he does not have much of a place or that he is discriminated 
against. Wanting to be first may be his way of attempting to solve 
this problem. There are other causes for this behavior but suppose 
we consider the feeling of inadequacy which occurs frequently. 
It will serve to illustrate our point. 

If the child feels inadequate or discriminated against then if 
we reprimand him, make him be last or isolate him or do similar 
things to him we can easily see that none of these will help him to 
deal with the feeling of inadequacy. It will remain in spite of the 
scolding or the isolation. Such procedures of dealing with the child 
may, in fact, increase the feeling of inadequacy and thus increase 
the mental strain. This in turn may give rise to a more vigorous 
action or a different approach on the part of the child. 

The parent or teacher who is attempting to deal with the 
child’s behavior will soon observe that the first attempts to stop 
the behavior were not successful and as a result will tend to inten- 
sify the attempts to stop the interfering behavior by more vigorous 
punishment. This in turn will cause the whole round of strains to 
rise to a new level. 

An analysis of such situations suggests that parents and 
teachers are trying to deal with the child’s behavior as a surface 
phenomenon instead of taking account of the factors underlying 
or causing the behavior. If the parent or teacher had been aware 
of the child’s feeling of inadequacy as one of the possible motivat- 
ing forces behind ‘“‘always wanting to be first” he would have tended 


to think of ways of helping the child to overcome his feeling of 


inadequacy, and thus remove the feeling that gave rise to the 
behavior. 

In other words, these observations suggest that parents and 
teachers and others tend to deal with the child’s behavior in terms 
of its outward appearance or symptoms rather than in terms of 
its causes. This in turn suggests that if parents, teachers and 
others could extend their insight into the child’s behavior and their 
appreciation of its motivation so that they could change their 
approach to the child from a surface approach to one that takes 
account of the causes of the behavior, the chances of blocking 
strong motivations in the child would be lessened. In other words, 
if we had a world in which people could think and act in terms of 
the causes of other people’s behavior, the chances of blocking 
strong motivations would be lessened, and thus the many mental 
strains arising from this source would be lessened. If this hypo- 
thesis is true, then it would follow that if we taught, let us say, 
teachers to appreciate child behavior the conflicts between teacher 
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and pupil should decrease and more satisfying human relations 
with fewer mental strains should develop. A test of this hypothesis 


_ Was made in a study by Wilkinson!. Through the use of an experi- 


mental and control group, it was shown that when teachers acquire 
more insight into the backgrounds, ambitions, worries and con- 
cerns of their pupils, conflicts between teacher and pupil lessened 
and the pupils’ attitudes toward school changed in a more favorable 
direction. Similar results were obtained in a study with parents. 

But if we study the problem closely, we can ask ourselves— 
why wait until the child becomes a teacher or a parent? The child 
lives with other people. Perhaps an insight into the motivations 
of human behavior and what kind of an environment is needed so 
that the human personality can grow would be helpful to the child 
earlier in his life. 

Then if we examine the whole problem still more closely, we 
note another aspect. If a child learns how human behavior de- 
velops and how the major demands of the personality can be met, 
theoretically he could apply this learning not only to the behavior 
of others but also to his own behavior and the guiding of his own 
development. For example, if he learns that over-aggressive 
behavior is often motivated by a feeling of inadequacy, as we said 
earlier, and if he learns something about how feelings of inade- 
quacy have developed and how they can be overcome, he would 
have something with which he could interpret his own over- 
aggressive behavior and his own feelings of inadequacy. 

This suggests two questions. 

(1) Can children acquire an appreciation of how human 
behavior is motivated and what the human personality requires for 
its growth to the extent that they can apply this dynamic approach 
in their relations with their parents, teachers, associates and also 
in guiding their own development? 

(2) If they can learn and can be motivated to apply it, will that 
reduce the emotional conflicts and increase the amount of mutually 
satisfying relationships? 

These questions with varying emphasis on the several aspects 
have been studied in a variety of investigations. In summary, 
these investigations have shown that children in the elementary 
and secondary grades can learn the beginning of the dynamics of 
behavior, that they can and do apply it in their relations with 


10jemann, Ralph H. and Wilkinson, Frances R. “The Effect on Pupil 
Growth of an Increase in Teacher’s Understanding of Pupil Behavior.” J. Ex- 
perimental Education, 8, 1989, 143-147. 
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others, and that the process of learning about behavior can be 
greatly extended on the school level. 
Human Relations and the Curriculum 

When it became fairly clear to us that children can learn the 
dynamic approach to behavior, considerable thought was given to 
the next problem that suggested itself, namely—how can the 
material about behavior be inserted in the school curiculum? Two 
approaches could be made. One is to introduce a separate course 
in human relations. This is perhaps the first suggestion that 
occurs. When we study the problem further, however, several 
questions arise. Some of the core areas in the curriculum such as 
English, social studies, home economics and guidance already deal 
quite directly with human behavior. We mentioned earlier that a 
high proportion of parents, teachers and other adults seem to have 
learned the surface approach to behavior and practice it very 
extensively. How does it happen that in spite of the opportunities 
to study human behavior in the subjects just listed, people grow 
up with the surface approach to behavior? Why is the surface 
approach and not the dynamic approach so apparent in our 
culture? 

A careful study of this question led to an examination of the 
content and method of several subjects as now taught in school 
and this revealed an interesting situation. It can perhaps best be 
described by an example from community civics. When we exam- 


ine the discussion in the ordinary civics book of such a problem as. 


crime, for example, we find a discussion of how the police force 
is organized, its function as prescribed by law, methods for detect- 
ing and apprehending the criminal and the system of courts, train- 
ing schools and prisons that have been developed. We may find a 
short discussion of the fact that crime is somewhat associated with 
economically underprivileged conditions. 

But all of this approaches crime as a “surface” phenomenon. 
We can show this by considering the questions we would ask if 
we approached criminal behavior in terms of its causes. If we do 
that we would ask such questions as these: Are the ways in which 
the police and the courts handle a criminal such that after they 
apprehend him they try to find out what caused the behavior and 
then take the causes into account in their reaction toward him? 
Do they try to find out in a given case whether the causes are such 
that the criminal can be rehabilitated into a self-respecting cooper- 
ating citizen and not be a constant threat to other members of 
society or if he cannot be rehabilitated is he then effectively iso- 
lated? In other words, do the present systems that society has 
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set up study the criminal to find the causes of his behavior and 
base their treatment of him on those findings? 

Furthermore, if criminal behavior is caused, then real protec- 
tion from the criminal requires that the community find out and 
change those conditions that produce the criminal. Real protection 
—both in the sense of protection from direct damage to life and 
property that the criminal may inflict and also in the sense that 
taking care of criminals is a drain on the other citizens—comes 
when people in the community are aware of the forces that tend 
to produce crime and seek to change those forces. 

In considering what the forces are we will have to go beyond 
the observations that poverty and similar conditions are somewhat 
correlated with crime and ask the more penetrating question— 
How does it happen that some persons living in a given environ- 
ment become criminals while other persons living in the same home 
and same neighborhood do not? But these questions are not con- 
sidered in the usual text. The treatment is largely surface in 
character. 

We could give other examples illustrating the same point. In 
short, much of the treatment of human problems in civics teaches 
the “surface” approach. What is true for civics also tends to hold 
for the other social studies. Stiles! for example, found in analysis 
of the material on human behavior in fifteen social studies readers 
used in the elementary school that less than one percent of the 
selections treated human behavior in the dynamic way. Much of 
the treatment is of the “surface” variety. 

The question now becomes—Under what arrangement do we 
have the most effective learning conditions? Do we have it if 

(a) We have a surface approach to behavior in the usual 
school subjects and a dynamic approach in a separate course on 
human behavior or 

(b) If we have a dynamic approach wherever human behavior 
is discussed? 

It is well known from studies on learning that changes are 
made most effectively when that which the child learns is applied 
consistently in a variety of situations. This suggested to us that we 
may profitably experiment further with the possibility of changing 
the content of school subjects from a surface to a dynamic treat- 
ment. Accordingly, studies were undertaken to determine how the 
material on the dynamics of behavior could be integrated in such 


1 Stiles, Frances S., A Study of Materials and Programs for Developing 
an Understanding of Behavior at the Elementary School Level. Doctor’s 
Thesis on file in Library, Univ. Ia., 1947. 
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areas as guidance, home economics and others. Also studies were 
undertaken to see how and to what extent the child could apply the 
dynamic approach in his relations with his associates and in guid- 
ing his own development. 

When we put it all together we have at least four influences in 
the school through which we can help the child learn the dynamic 
approach. One is a dynamic approach in all subjects dealing with 
human behavior that he studies. The second is the teacher’s 
behavior toward the child. She can learn to demonstrate in her 
daily interaction with the child a dynamic rather than a surface 
approach. A third is the interaction of the child with his asso- 
ciates. And a fourth is the child’s guidance of his own develop- 
ment. We are studying these influences in various combinations 
throughout the elementary and secondary school “ladder”. Some 
of the highlights of the program as it stands at the present time 
are as follows: 


1. In the preschool and primary grades up to grade 3, three 
types of experiences are used to help the child begin to learn how 
to “live” the dynamic approach to behavior. These are: 

(a) A manual has been prepared to help teachers learn 
to deal with the daily situations in the classroom and on the 
playground in terms of the dynamics of behavior rather than 
in terms of the non-analytical or surface approach to behavior. 
The purpose of training teachers is to make it possible for 
them to demonstrate the casual approach to behavior in their 
daily dealings with the child. The child thus experiences some 
examples of this approach from which he can learn. 

(b) We are examining the possibility of rewriting some 
of the selections in the first reader and the selections used by 
the teacher in reading to the children during the story hour. 

(c) Some simple plays or skits are being tested which the 
children can dramatize showing different ways of dealing with 
behavior in their play groups and other situations which make 
up the child’s world. 

2. In the 4th, 5th and 6th grades reading materials have been 
prepared which are part of the pupil’s regular social science read- 
ers. These readings are about children like themselves in which 
the children approach the behavior that arises in terms of its 
causes. 

These children have a chance in the room council (in which 
every child takes part and which consists of a discussion of the 
simple relationship problems that arise in their work and play at 
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school) to apply the dynamic approach to behavior in a real 
situation. 

3. In the 7th grade in which a course in community civics is 
taught, the course begins with a series of units on understanding 
behavior. The plan of analyzing community problems in terms of 
the dynamics of human behavior is then developed and applied to 
the various problems considered in the course. 

4. In the 8th grade the student applies what he has learned 
in understanding behavior to the guiding of his own development. 
He begins by examining the nature of satisfying and dissatisfying 
experiences, considers various methods that people use in dealing 
with their dissatisfying experiences—such as escaping into phan- 
tasy or illness, rationalizing, etc., and then examines his own expe- 
riences—looking at both the satisfying as well as dissatisfying 
experiences. He notes the experiences producing strain and plans 
how to change them. 

He examines successively his experiences at school, at home, 
in his play with others, in his leisure and in maintaining his gen- 
eral health. He plans a course of action based on the analysis of 
causes. 

In this grade also there are units on family relationships in 
home economics which are taught in terms of the analytical 
approach to behavior in the family. 

5. In the 9th and 10th grades in which the history of the 
major civilizations (world history) and history of major social 
institutions is taught, the student not only learns what the major 
events have been but he is given help in examining each civiliza- 
tion or social institution as to the extent to which it was able to 
meet the common motivations of the human personality. He thus 
learns in still another context how to examine and approach human 
behavior in terms of its motivations. 

6. In the 11th grade in which American History and Prob- 
lems are taught, units are included on the conservation of human 
resources which include material on the nature, extent and causes 
of mental illness; the problem of providing care for the sick; and 
the nature of a program of genuine prevention. The work concludes 
with a study of the community in terms of its mental hygiene value. 

7. In the 12th grade in which modern social problems are 
taught there is a series of units on courtship and preparation for 
marriage and parenthood in which use is made of all that the stu- 
dent has learned about the causes and development of human 
behavior. The applications and extensions are to adjustments in 
marriage and to the development of parent-child relations. 
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We have made many studies of the effect of different segments 
of this program and these studies have supplied more evidence that 
people can learn to live more happily and mental strains are 
reduced as they gain insight into behavior and its development. 

It is evident from this discussion that the school has an 
important contribution to make to the development of mental 
health. The several forces which the school exerts can be directed 
to help the child develop an appreciation of how behavior is moti- 
vated and what is required that the major motivations of the 
human personality may be met. The importance of this contribution 
can hardly be overestimated. With a world that is standing at the 
crossroads of the choice between magnificent achievement or 
another dark age, the school can be a decisive factor in guiding the 
development of man away from a life of illness and misery to one 
of health and fulfillment. The school faces indeed a great challenge. 


* * * * * 


REVIEWS 

Community Health,—Lawrence B. Chenowth, M.D., and White- 
law Reid Morrison, M.D., Appleton-Century-Crofts, third edition, 
New York, 1949, pp. 314, price $3.00. 

This third edition is a great improvement over the second 
(1947). Statistical tables have been brought up to date, new ones 
and new illustrations have been added, and up-to-date reading lists 
are found. 


This is a worthwhile text for use at the college level, is clearly 


stated, and is brief enough to be used in the usual college com- 
munity health course.—C. H. K. 


“Essentials of Public Health.” —William P. Shepard, M.D., 
Charles E. Smith, M.D., Rodney R. Beard, M.D., and Leon B. 
Reynolds, Sc.D., J. B. Lippincott Co., Philadelphia, 1948, pp. 600. 

This text is designed to give physicians and others interested 
in problems and procedures relating to the health of the com- 
munity a summarization of the essential facts. 

In brief, it deals with environmental sanitation, communicable 
disease control, and some other special public health factors and 
handicaps. It has special sections on School Health Services, Health 
Education, Occupational Health and a sketch regarding statistics 
needed by the investigator of the public health. 

Simply and plainly written, with a vocabulary easily under- 
stood, this text meets a real need.—C.H.K. 
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SCHOOL HEALTH PERSONNEL—THE PHYSICIAN* 


MILDRED E. DOSTER, M.D. 
Denver, Colorado 


The health education program in every school is the sum total 
of all health experiences for the children, whether good or bad, 
planned or haphazard, scanty or adequate. In this broad concept 
of health education, every adult in the schools plays a role. Four of 
the most important will be considered this afternoon: the science 
teacher, the health coordinator, the school nurse, and the physician. 

Now the latter group (several hundred full and part-time 
doctors of medicine) have gotten into the whole school field by the 
back door, and only recently have contributed very directly by 
either request or their own initiative to health education. This 
back door invitation to physicians to participate in school programs 
was issued by Horace Greeley about 100 years ago when he wrote 
that if physicians should serve our jails and almshouses they are 
no less needed in our schools! 

Physicians have many diverse ways to influence school health. 
The past 80 years have seen the school physician change from a 
quarantine officer against epidemic disease to an inspector for 
defects in children, buildings, and grounds; to a rapid fire diagnos- 
tician in child health and development; and now toward being a 
more thorough examiner and a medical consultant and adviser. 


This present day role, calls for knowledge and skill in 
pediatrics, public health, and mental hygiene. Likewise it requires 
understanding of educational philosophy and administration. These 
two specialties have different “lingoes.”” When we can twist our 
tongues around educational jargon and the administrators know 
what we mean by public health phrases, progress together is easier. 
These two specialties of medicine and education must be related to 
blend medical sciences into the whole school organization. A com- 
bination of these specialties is difficult to find and present sal- 
aries offer little incentive to good personnel. 

This audience will realize that the physician in a school is 
like a preacher at his club, he is forever expected to be spreading 
his professional wares, be they “optimum health’, or the “better 
way of life’, so every contact is an opportunity to promote our own 
health business. Thus, physicians often may have accomplished 
more in incidental ways than by frontal attacks to improve sanita- 


'*Presented before the American School Health Association, New York, 
Octoner 24, 194y. 
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tion, safety, nutrition, immunizations, or health instruction. Five 
areas of a physician’s specific responsibility in school health educa- 
tion merit the rest of this paper. 

School doctors inevitably serve as health educators to the 
administrators; the lunchrooms and other special services person- 
nel; the classroom teachers; the pupils; and the parents. 

First, the administrators must find us ready and competent to 
help in building health clinic plans; to solve teacher health prob- 
lems ; to combat community hygiene problems as the nuisance dis- 
eases; to establish policies of care for ill and injured children; to 
modify the curriculum to fit the handicapped child; and to contin- 
ually encourage and stimulate the school authorities to make 
schools the healthiest and happiest places for all children. 

If you are nodding your heads from side to side that these 
items are not in the health education program, remember that they 
are teaching and learning situations just as truly as is a formal 
class session. What of the school administrator who doubted the 
germ theory of disease to the extent that he kept an ailing child in 
school all day to ride the school bus home at night with his class- 
mates. Three weeks later when about half the group had con- 
tracted this boy’s whooping cough, an alert physician had made the 
lesson plain and irate parents re-enforced the point—that sick 
children should be isolated. This particular school administrator 
learned some health education the harder way. School physicians 
can still do much to improve teacher health, their sick leaves, the 


mental hygiene atmosphere in staff groups and between staff and 


pupils, and the correction of defects. Lots of our work is prosaic 
because preventive. Of course, a physician’s cooperation with the 
school administrator depends on the administrator’s going half 
way too, and some are just awakening to realize we could help them 
in their schools. 

Secondly, physicians contribute to the lunchroom program and 
policies and to other special services as the social workers and 
psychometrists. We cooperate on mutual problems and together 
admit defeat in having accomplished even good nutrition or good 
environments for all children. These two goals are difficult ones 
because many factors are involved. For instance, in nutrition, the 
home and out-of-school training exceeds that in the classrooms. 
Our best appeals and the loyal support of lunchroom workers isn’t 
altering food habits very speedily. We may not be losing ground 
to the candy and soft-drink interests but we need to bring up dif- 
erent artillery for our educational barrage if we promote milk and 
the other basic foods into better competition. I suppose Pop-eye 
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and the subsequent increased consumption of spinach in the U. S. 
should keep us encouraged. The right way, and the right words, 
can be found gradually to induce growing boys and girls to choose 
adequate diets. In this area, the nutritionists and advertising 
experts may accomplish far more than the doctors for we are prone 
to give advice without motivating the receiver before we spread 
our words of wisdom. 

The third group is the teachers, a most valuable group with 
whom physicians work, and our chief channel for health education. 
Modern curriculae place them in new responsibilities of meeting 
basic needs of children rather than just relaying knowledge fields 
to them. This puts the school physician on the spot. For the physi- 
cians in the audience, haven’t teachers asked you what and how 
they could teach about growth differences, puberty changes, alco- 
holism, sickness insurance, temper tantrums, venereal diseases, new 
drugs, optometrists, pimples, cosmetics, and the assorted host of 
interests of any “live and breathing” class of youngsters? We may 
have entered the school systems by the side door but we’re called 
to the front often these days and may be found unprepared to fur- 
nish material and counsel to build health units in the curriculae. 
In general, physicians should be concerned with valid and fitting 
scientific facts to transmit to the next generation, and the school 
pedagogue concerned with the technique to do it. 

If you think the medical profession has been slow to give 
their help to the schools, it is not so, with some of the related health 
specialties as optometrists and chiropractors who in several parts 
of the country are actively offering their assistance to the schools. 

But it is encouraging that some state and local medical and 
dental societies are bestirring themselves through school health 
committees, or even health instruction committees to work with 
the schools and evolve modern and dynamic health units. We 
shouldn’t criticize the eager teacher who aimed to prevent colds 
by making a colorful display of Listerine ads around her room, 
when she has been left without more scientific information on body 
resistance against disease. Thus, the physician’s responsibility to 
the teacher in the whole school health education program is exten- 
sive. It includes assistance in previewing films and checking 
materials for medical accuracy and value; informing teachers on 
all pertinent health needs and facts so they can disperse the correct 
information to all pupils; to give limited help in classroom units 
at points when an M.D. might do it better than a well-trained 
teacher (and that is infrequent) ; and lastly to have contact with 
teachers for their own physical examinations and some preventive 
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medical care. A teacher who is aware of her own health problems 
is usually a better health teacher. The most effective dental health 
unit.I ever observed was set up and taught by, (you guessed it), a 
teacher who regretted her dentures. 

The physical education teachers, science teachers, and those in 
home economics or general education and guidance are most favor- 
ably prepared for health instruction. Some of their special roles 
are left for full consideration by the next speakers, but a better 
day for adequate health texts may be near. 

Fourth, physicians unavoidably function as health educators 
directly to pupils through every contact with them. Routine phys- 
ical examinations; dental, vision, and hearing examinations; 
immunization services; exclusion and re-admittance to school after 
illnesses ; care of injuries; tuberculosis surveys; and special exam- 
inations at any time in a child’s schooling, all contribute to the 
health information and attitudes of children, and should add to his 
better health behavior. 

Fifth, and lastly, the parents present a good challenge to a 
conscientious school physician and are a profitable group for health 
education. Though their own health patterns may be second rate 
and fairly inflexible, they desire better and stronger children, espe- 
cially during the primary years. Gradually diets, rest habits, per- 
sonal hygiene, disease protections, and correctable defects are 
improved in all economic levels. Take courage from the increased 
stature and weights of children at present from those of even 20 
years ago. Parent and school education go hand in hand for best ° 
results, and health teaching has been giving dividends in healthier 
living. There are many things to be done and new methods to be 
tried in health education, but progress and real fun come to physi- 
cians who work with school administrators, lunchroom and special 
personnel, classroom teachers, and the pupils and their parents. 

Remember, (physicians) M.D.’s are inevitably health educa- 
tors whether attached to official health departments or to school 
systems, they carry responsibilities with every contact to the 5 
groups of people in the schools that I have mentioned. Surely our 
training in. the basic sciences and child growth and development 
should be better utilized in the nation’s schools. 


* * * * * 
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SCHOOL HEALTH PERSONNEL IN THE SCHOOL HEALTH 


EDUCATION PROGRAM* 
The School Nurse 


MARY ELLA CHAYER 
New York, N. Y. 


The Contribution of the Nurse. 
I. Assumptions underlying the discussion: 


1. 


That the function of the nurse (or any other health person- 

nel) should be determined by: 

a. The needs of the child. 

b. The need of the school for consultant service from 
health personnel. 

These needs do not change with the administrative pattern 

under which health personnel is employed. 

That participation implies: 

a. A joint project jointly agreed upon. 

b. Joint planning, execution, and evaluation. 

c. Personnel with special skills and obligation to interpret 
and use them. 

d. An administrative framework favorable in climate, 
efficient in operation, and free to experiment. 

e. A workable blue print translated into action. 


II. _ The Changing Functions: 
. The old stereotype of the nurse needs changing since functions 
_ have changed because of: 


1. 


Research in the medical field, such as methods of preven- 
tion and control of preventable disease. 


Spread of popular knowledge about health. 


Change in the functions of education and of the school. 
Change in public health concepts. 

Changes in the structure of society. 

Changes in the concepts of child growth and development. 


The functions of the nurse are moving away from superficial 
and quantitative standards toward qualitative standards and 
from an “isolationist” approach toward the group process 
approach. 


1. 


Within the above framework the nurse is the one who 
“makes the wheels go round.” She helps define policies, 
and is their interpreter and activator. 


*Presented before the American School Health Association, New York, 
October. 24, 1949. 
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. The nurse is more selective in her work. She works less 


with all children, and more intensively with selected chil- 
dren. 


. Because she works less with all children she must work 


more intensively with teachers, both classroom and special 
teaching personnel. 


. She is a consultant on more than cleanliness and the cor- 


rection of defects. She is consulted concerning emotional 
problems, and absenteeism, as a sign of emotional or social 
adjustment. 


. Her work is more highly preventive. She seeks to help 


parents secure preventive treatment, rather than to spend 
her time making classroom inspections which do not con- 
trol disease. She works toward the prevention of accidents, 
not merely as a wound dresser. 


. The nurse concerns herself with illness of a non-com- 


municable nature, for early detection of poor nutritional 
status or other conditions which, if permitted to proceed, 
may result in tuberculosis, rheumatic fever, or other long 
term illness. Instead of weighing hundreds of children she 
analyses the dietary and living conditions of selected chil- 
dren. 


. The nurse more than any other school personnel is a util- 


izer of resource personnel in a wide variety of fields. She 
does not “make sanitary inspections” but she requests help 
from the sanitary engineer, the lighting expert, the expert - 
on drinking fountains, swimming pool sanitation, etc., for 
problems encountered by the school. 


. The nurse, long before the rest of the school, let down the 


partition between the school and the public. She has pro- 
moted, utilized, and interpreted community health and 
social resources to the family, and has interpreted family 
needs to the school to the end that joint planning for school 
and community health has become an accepted principle. 


. The nurse contributes to the selection of materials of 


instruction in various ways: 

a. She knows that the needs of the child and of his family 
are the basis upon which all health instruction depends. 
She, therefore, is constantly interpreting these needs to 
parents and teachers for they are the real “materials of 
instruction.” 

b. She knows that research in health is constantly going 
forward. She must perforce inform herself and keep 
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the school informed of those new knowledges which indi- 
cate a modification in practice and in teaching. 

10. The nurse is consultant to the school in planning for 
an active in-service education program in health, here 
again suggesting resource persons outside the school. 

11. The nurse is constantly interpreting to the curriculum com- 
mittee health education, health needs and resources. 

12. The nurse is a health coordinator whether she holds the 
title or not. For the nurse the core of coordination is the 
child, not the program. Around the child and his family 
she helps to bring to bear those influences which will result 
in better living for the family and the child within it. 

13. Finally, the nurse shares with other health personnel the 
responsibility for a broader social orientation of the public 
to the problem of health in American society and the need 
for a comprehensive program of medical and nursing care 
and health education for the American people. 


* * * * * 


New Jersey State School Nurses Association—Dear Fellow 
Member—-As one who has not yet become a member of the Ameri- 
can School Health Association, we extend to you a special invita- 
tion to join. 

The American School Health Association provides an oppor- 
tunity for school nurses to be strongly represented nationally with 
an organization devoted entirely to school health work and prob- 
lems. 

As proof of the esteem in which the school nurse is held, in 
this association, Miss Gertrude Cromwell, long an outstanding 
leader in the specialized field of school nursing, was voted Presi- 
dent-elect at the National Convention held in New York during 
November 1949. 

The position of the school nurse throughout the country is 
being strengthened and her prestige raised through the activities 
of the American School Health Association. 

Please fill out enclosed application blank, indicating that you 
are submitting a check for $3.00 for yearly dues, and mail to: 

Miss Natalie Pietruszka, 
96 Stegman Street, 
Jersey City, New Jersey. 

Miss Pietruszka is the Treasurer for the New Jersey State 
School Nurses Association. Emily S. Brown, Representative, American 
School Health Association. 
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HEALTH EDUCATION IN MAINE SCHOOLS 


HOWARD G. RICHARDSON 
State Director of Physical Education, Health and Recreation. 


If the question were asked, “Does Maine have a health educa- 
tion program in the schools?” the answer should be “Yes.” How- 
ever, we need to find the answers to several related questions 
before the above affirmation has real value. What do we mean by 
health education in our schools? Whose responsibility is it? How 
can we improve and increase the number of school health programs 
in Maine? The answers to these questions may help us to have a 
clearer common understanding of the preblems facing many Maine 
communities today. 

Several years ago Dr. Wood defined health education as “the 
sum of experiences which favorably influence habits, attitudes, and 
knowledge relating to individual, community, and racial health.’’* 
This concept is accepted today, and is as sound as when it was 
written. We need not only to acquire knowledge but, more impor- 
tant, to make this knowledge a part of the individual’s daily living. 
In our school, we must create and maintain those conditions and 
opportunities which will allow each pupil to do his best work. 
This implies a triple responsibility to students: 

1. To provide a school atmosphere that protects them from 

disease, and aids in developing proper health habits 
(healthful school environment). 


2. To protect and aid in securing correction of remediable 


defects (school health services). 

8. To build acceptable health habits, attitudes and skills 
through a functional instructional program (school health 
program). 

The health education program is made up of the above listed 
segments, each of which can function separately, but which must 
be articulated if a total program is to result. Since all schools have 
some kind of a health program, it is easy to understand why the 
answer could be “yes” to the initial question. What really makes 
the difference in these school health programs? It can be summed 
up in two words, “community action.” 

When you find a good health program, you will also find an 
alert, up and coming community which realizes that health is every- 
body’s business and places a premium on good health for all the 


*Dr. Thomas D. Wood in Fourth Yearbook of the Department of Super- 
intendence of the National Education Association, 1926. 
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people in the community. Health is a basic resource of this nation 
which can be no stronger than its people. The prosperity of a local 
community is dependent upon the sum total of the well-being of all 
its citizens. This includes the health of the school pupils now, as 
they are the community’s future resource. 


Let us stress again the concept that health education in our 
schools is everybody’s business and is not the sole concern of one 
individual, one agency, or the parents of the children. You, as 
citizens, want the best for your families, your schools and your 
community. You, as citizens in any town in Maine, can have a 
better health program if you want it badly enough to work for it. 


Educators have placed health at the top of the list of the seven 
principles of education and have accepted the philosophy that “the 
whole child goes to school and must be educated.” They desire a 
core curriculum which adjusts the program to the needs of indi- 
viduals, but they have failed frequently to put health in its proper 
place in the total program. Somehow they have taken it for 
granted. Health does not seem important until we find we do not 
have it. Health education should be a major concern of the school 
authorities and citizens of every community. Until this becomes a 
reality our programs will be unsatisfactory. 


There are many groups and individuals who are interested in 
the health needs of the pupils in our schools, and want to do some- 
thing about these needs. This potential help should be tapped if 
we want to make our program succeed. Every community desires 
a total program, but until it presents a co-ordinated effort of all the 
people, only a partial program will result. Some day, widespread 
community action will initiate a pooling of resources to follow 
through a health education program which recognizes the joint 
responsibility of local, state and federal agencies, as well as volun- 
tary and private sources of help. Can you visualize the advantages 
which would result from this co-ordination of effort to serve the 
health of all citizens? This can become a reality and not the dream 
of experts when everyone wants it. 


The State Department of Education and the State Depart- 
ment of Health and Welfare are the governmental agencies 
responsible jointly for leadership in the health program of Maine 
schools. While both agencies serve mutually the health needs; the 
Department of Education assumes, mainly, responsibility for 
health needs, the Department of Education assumes, mainly, 
responsibility for health instruction. This summer the Department 
of Education, the Maine Public Health Association, and the 
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University of Maine conducted a health workshop for Maine teach- 
ers. The purposes of the workshop were: 

1. To present health problems which teachers know exist, and 
to develop a suggestive outline which could be used to fill 
this apparent need. 

2. To survey health studies and materials in order to develop 
a suitable bibliography to cover the broad areas of health 
listed as immediate needs. 

3. To provide in-service training of teachers in health educa- 
tion. 

The beginning of an outline of instructional material, “A Sug- 
gested Syllabus in Health Instruction for the Junior and Senior 
High Schools of Maine,” resulted from the workshop. This material 
will be appraised, tested and revised with the view of ultimate 
publication. 

Health education is the responsibility of the family and the 
community, and Maine citizenry should desire to initiate a more 
comprehensive program which will result in strong local health 
units. This will mean an awareness of health problems as they 
exist in our communities and initiation of action programs to meet 
these needs. When boys and girls in Maine schools participate in 
functional health instruction programs which will develop accept- 
able health habits, attitudes and skills, we shall not need to worry 
about their basic resources—health. 


The Department of Education has available for distribution a _ 


bulletin, “Health Program in Maine Schools,” which should be 
helpful to teachers desiring to improve their present health educa- 
tion programs. 

We must work as a team for the good of our children with the 
result measured in the fitness of our citizens of tomorrow. Reprinted 
from Maine Schools, September, 1949, page 2. 

* * * * 

Accident Rates—The United States may have the highest 
standard of living in the world, but it also has one of the world’s 
highest accidental death rates. 

The U. S. rate in 1948 was 67.1 deaths per 100,000 population, 
as compared to a world-wide postwar average death rate of 48.9, 
according to the 1949 edition of ‘Accidents Facts,” statistical year- 
book of the National Safety Council. 

Only three countries topped the accidental death rate of the 
United States—Iceland, Egypt and Austria. Those countries had 
rates of 71.5, 83.8 and 85.9 respectively in 1946. 

Mauritius, a British island near Madagascar, had the lowest 
reported postwar accidental death rate of 25.9 in 1947. 
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HISTORICAL NOTES REGARDING HEALTH EDUCATION* 
By CLair E. TURNER 

The honor of receiving the William A. Howe Award from this 
Association is most deeply appreciated. I am especially happy to 
receive it from the hands of my good friend, Dr. Keene. 

When any one of us looks back upon such accomplishments as 
we may have been able to make, he realizes that one never does 
anything alone. One really receives honors like this in behalf of a 
groups of persons,—not only the members of one’s family, who 
open and hold open the first doors to any achievement, but also 
one’s professional associates, many of whom, in this case, are pres- 
ent here tonight. 

Other and earlier associates come to mind. My former Chief, 
Professor Sedgwick, who in 1919 agreed that public health had 
done a lot for people, but had not adequately helped people to help 
themselves to health; and who, the day before his almost instant 
death from cerebral hemorrhage, approved plans for the Malden 
Studies in Health Education! Professor Rosenau and Professor 
Whipple with whom, after Professor Sedgwick’s death, I served 
on the Administrative Board of the Harvard-Technology School of 
Public Health! They believed in Health Education and helped plan 
the first such program of study ever offered in a School of Public 
Health. Professor Prescott, Professor Sedgwick’s successor at 
MIT! When the Rockefeller gift to Harvard brought an end to 
the Harvard-Technology School and supplanted Professor Rosenau 
and Professor Whipple with new leadership, not interested in 
health education, Professor Prescott made it possible to train 
health educators at M I T and, incidentally, for over 20 consecutive 
years to welcome from the Harvard School of Public Health vary- 
ing numbers of students who wished some background in this field. 

I think of Superintendent F. G. Marshall of Malden who took 
an expert teacher on his staff,—Miss Georgia Collins—in order 
that we might find out whether health could be measurably im- 
proved by education alone. I think of the teaching staff in Malden 
who added to their work schedule in this cooperative venture. We 
were so fortunate as to have no money for research and therefore 
undertook only those activities which all of us agreed to be educa- 
tionally sound. 

And so it is with everything one does. He is always the repre- 
sentative of a series of group activities such as those developed 
within this Association. Many of us recall Dr. William A. Howe 
and his persistent and continued efforts to organize an effective 
group in the interest of school health. We have seen the growth 


*Reply to William A. Howe Honor Award, annual meeting, American 
School Health Association, New York, October 26, 1949. 
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of this Association which has always held before itself the goal of 
doing those things which are best for the health of school children. 

This Association has expanded. It has taken on new activities. 
It has taken in new groups of workers. It has promoted the evolu- 
tion and development of better methods in school health. It has 
contributed to the more effective collaboration between physcians, 
nurses, dentists, teachers, health educators, school administrators 
and others. It has participated in that process through which 
school health education and public health education have come 
increasingly close together and in an increasing number of com- 
munities have become a unified program of community health 
education. 

Visits to over 40 different countries have shown me to what a 
considerable extent the profession in this country has contributed 
to the health education movement around the world. But groups 
like this are less interested in what has already been accomplished 
than in what remains to be done; and much does remain. 

There are population groups of many millions where over half 
the babies die the first year of life, where crops often remain 
unharvested because almost everyone in the village has malaria, 
where less than 10 per cent of the children go to school. There are 
cities where half the people are partially blind from trachoma. In 
such areas school health and health education programs are just 
being born. 

At the international level we now have a Section of Health 
Education in the World Health Organization working in closest 
cooperation with the United Nations Educational, Scientific, and 
Cultural Organization (UNESCO). 

The preamble to the WHO Constitution states that “the exten- 
sion to all peoples of the benefits of medical, psychological, and 
related knowledge is essential to the fullest attainment of health” 
and that “informed opinion and active cooperation on the part of 
the public are of the utmost importance in the improvement of the 
health of the people”. One of the functions of WHO, as expressed 
in its Constitution, is “to assist in developing an informed public 
opinion among all the peoples on matters of health’. 

Splendid programs are developing not only throughout the 
Americas and Europe, but also in important areas in Asia and 
Africa. Child health and health education are activities in which 
international cooperation may lead away from war toward world 
understading. 

We who have had an opportunity to work in school health and 
health education during this generation are indeed fortunate; and 
especially fortunate are we who have enjoyed the friendly and 
progressive fellowship of the American School Health Association. 
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PETERSBURG BUILDS A HEALTH PROGRAM* 

When a health education project was begun in the Petersburg, 
W. Va., elementary school several years ago, the environs of the 
community of 2,000 people became the classroom walls. Through 
many excursions to investigate the status of health conditions and 
resources in their town, the pupils found that learning about 
health could be meaningful, functional, and, most of all, enjoyable. 
What child doesn’t like to “go exploring’? Personal health habits 
improved as knowledge and understanding of health practices in 
the community grew. Adults of Petersburg had to sit up and take 
notice when the children uncovered health needs and problems in 
their reports and then insisted that something be done to correct 
the faults. 

Thirteen pupil committees were organized and each assigned 
to study a phase of community health. One group investigated 
rat and insect control. A seventh-grade group took a course in 
food handling conducted by the State Department of Health in 
preparation for their survey of restaurants. Another committee 
made a study of the meager recreational facilities, and recom- 
mended that the town’s planning for a public park be implemented. 
Still another committee — on garbage and sewage disposal — sug- 
gested that the city dump be moved, as it was too close to the 
water supply. Action followed. Citizens of Petersburg increased 
their efforts to make the park become a reality. The dump was 
moved by town officials. Improvements were made in the sewer 
lines. The children were proud of their contributions when they 
saw results. One parent summarized the activities by saying, 
“This is the beginning of a better and more healthful Peters- 
burg.” Through their new consciousness of the need and im- 
portance of a healthful environment, the children were not in the 
process of becoming useful citizens. They already were! 

Objectives for the committees’ studies, which are being con- 
tinued this year, are: (1) carry on an investigation and record 
all facts concerning that phase of community health assigned; 
(2) make recommendations for improvements; (3) inform the 
public of findings and recommendations; and (4) take part in any 
action necessary to bring about improvements for better com- 
munity health. 

Written in meticulous detail by Effie G. Bathurst of the Di- 
vision of Elementary Education, the bulletin is available from the 
U. S. Office of Education, Federal Security Agency, Washington, 
D. C. 


* Abstracted by Katherine Steinbicker, Executive Secretary, Ohio County 
Anti-Tuberculosis League, Wheeling, West Virginia. 
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EDITORIAL 


Those engaged in health education are constantly faced with 
the need, not only of teaching fundamental facts, but by the urgent 
necessity of refuting false statements appearing in print; in news- 
papers, in magazines, and in advertisements. In health informa- 


tion, as in many other phases of life and living, truth has great 


difficulty in overtaking falsehood. 


The most recent and still current controversy is in regard to 
certain drugs whose protagonists assert that they “cure” a cold. 
Many of our best informed physicians declare that no such re- 
sults is reached by the use of these drugs. It seems rather gener- 
ally admitted that they have an effect on the central nervous sys- 
tem that makes the use of them dangerous by those engaged in 
activities requiring alertness and short reaction time. Automo- 
bile, bus and truck drivers, and flyers are particularly cautioned 
against their use. 

Self dosage is the great American habit. Self dosage with 
drugs as powerful as these seem to be is extremely dangerous, 
and may result in fatal accidents. What effect on the central 
nervous system the frequent or long continued use of them may 
have we do not know. 

Fools tend to rush in where angels fear to tread. We went 
through similar misadventures by self dosage with the sulfa drugs 
when they first appeared. The burned child dreads the fire, but 
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with many adult children the dread is of extremely short duration. 

So now health educators must start on this new treadmill, 
and will be forced into some neglect of important fundamentals of 
the great needs in education for health.—C. H. K. 


ABSTRACTS AND NOTES 

A Message About Polio*—Health Departments, doctors, hospi- 
tals and chapters of the National Foundation for Infantile 
Paralysis have made plans for help and medical care if polio 
should come. 

What to do if polio comes your way—Keep children with their 
own friends. Keep them away from people they have not been 
with right along, especially in close daily living. Many people 
have polio infection without showing signs of sickness. Without 
knowing it, they can pass the infection on to others. 

Try not to get over-tired by work, hard play or travel. If you 
already have the polio infection in your body, being very tired may 
bring on serious polio. 

Keep from getting chilled. Don’t bathe or swim too long in 
cold water. Take off wet clothes at once. Chilling can lessen your 
body’s protection against polio. 

Keep clean. Wash hands carefully before eating and always 
after using the toilet. Hands may carry polio infection into the 
body through the mouth. Also keep food clean and covered. 

Watch for early signs of sickness. Polio starts in different 
ways—with headache, sore throat, upset stomach, sore muscles or 
fever. Persons coming down with polio may also feel nervous, 
cross or dizzy. They may have trouble in swallowing or breathing. 
Often there is a stiff neck and back. | 

Act quickly—it may lessen crippling—Call your doctor at once. 
Until he comes, keep the patient quiet and in bed, away from 
others. Don’t let the patient know you are worried. Your doctor 
will tell you what to do. Usually polio patients are cared for in 
hospitals, but some with light attacks can be cared for at home. 

Call your own chapter of the National Foundation for Infan- 
tile Paralysis if you need help. (Look for the number in the tele- 
phone book or call your health department for the address.) 
Chapters are made up of people in your own town or county, 
banded together to give help to polio patients. Polio is a very 
expensive disease to treat. But no patient need go without care. 


*Prepared by the National Foundation for Infantile Paralysis. 
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You pay what you can afford—your chapter pays the rest of the 
cost of care. This help includes payment of hospital bills, nurses 
and physical therapists, transportation to and from hospitals or 
clinics, treatment after the patient leaves the hospital, wheelchairs 
and braces when needed. This is not a loan. The American people 
make these services possible by giving to the March of Dimes. 

Remember—there is no “quick cure’ for polio and no way as 
yet to prevent it. With good care most people get well, but some 
must have treatment for a long time. 

The more you know about polio, the less you fear. More than 
half of all people who get the disease recover completely without 
any crippling. 

If polio comes, act quickly. Call your doctor. Do what he says. 
Ask for help if you need it. Your National Foundation Chapter is 
standing by to aid you. 

More facts about Infantile Paralysis in 1950—Polio is caused 
by a virus. A virus, like a germ, can cause disease. Some other 
diseases caused by different viruses are chickenpox, measles and 
influenza. 

The polio virus probably enters the body through the mouth. 
In some people it may attack the nervous system. When nerves 
are injured by the polio virus, muscles are weakened or paralyzed. 
Often nerves get well again and there is no paralysis. 

Polio is “catching” especially for children under 10. But 
people of any age can get it. 

Many people may have the polio virus in their bodies without 
becoming ill. It is found in the throat and intestines. 

Usually poilo spreads in families. When one member has 
polio, others in the family often have the virus in their bodies but 
do not always become ill. Friends and other close associates of 
the family may have it, too. It spreads among people who are 
together in the close, daily living of a home. 

It usually takes 7 to 14 days to come down with polio after 
you have been infected with the virus. 

When polio is in the community, doctors believe it is better to 
put off tonsil and adenoid operations, if possible. 

More people have polio in summer and fall than in other 
months of the year. 

Many scientists are studying this disease. The March of 
Dimes provides the money for their work. Already they have dis- 
covered new ways of treatment to save lives and lessen crippling. 

Today there is great hope that a way to STOP polio will be 
found. Some day children—men and women, too—will be pro- 
tected against it. 
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REVIEW 

“Health in the Schools’—A Manual of the School Health Pro- 
gram, Massachusetts Department of Education with the collabora- 
tion of Massachusetts Department of Public Health, 1949. 

The most pleasant assignment that has been given me by the 
Editor of the JOURNAL OF SCHOOL HEALTH was to review 
this extremely well written practical manual on school health. This 
outlines the planning, initiation, evaluation, and administration of 
the school health program, gives the personnel qualifications, and 
outlines the duties of the different individuals in the program, such 
as the teachers, health coordinator, physician, nurse, dentist, den- 
tal hygienists, vision and hearing testers, custodians, bus drivers, 
and lunchroom personnel. 

Suggestions are given for first aid, communicable disease con- 
trol, immunization, return to school following absence, health edu- 
cation, dental health, and mental health. The environment is dis- 
cussed in considerable detail with standards for lighting, heating, 
ventilation, room finish, hand-washing facilities, toilet standards, 
rest rooms, health rooms, lunchroom, and playground. A list of 
equipment for the health room is given. 

A list of the services given by the Massachusetts Departments 
of Public Health, Mental Health, and Education are listed. The 
general laws relating to school hygiene are given and suggested 
dental certificates. In general, widely-accepted school health poli- 
cies are followed in the manual. There are a few minor omissions 
and editorial changes which probably will be cared for in later 
revisions. 

It is suggested that the evaluation of the program should be 
done by all members of the staff who have contributed to the 
school health services. The evaluation scale in the back of the 
manual would be more useful if standards which are considered 
good are readily available to users of the manual. The suggestion 
is implied but not definitely made that these groups construct their 
own evaluation scale based upon that of the American Public 
Health Association and others. 

If there are no community child health conferences available, 
it is recommended that the superintendent organize them. 

The recommendation is made that the school nurse have at 
least one year’s training in public health nursing and additional 
training if she is to work without supervision. 

In vision and hearing testing the recommendation is made that 
a “specially-trained person” be assigned “to do all vision and hear- 
ing screening in the schools.” This is a realistic viewpoint held by 
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many experienced school health workers. On the other hand, if 
such procedure is followed, it would seem well to caution the school 
system. using this method that considerable effort must be made to 
keep the teacher alert for symptoms of defective vision and hear- 
ing. This alertness may be more difficult to maintain when the 
teacher does not do some of the vision and hearing testing herself. 

No limit is placed upon the physician in his discussion, with 
the mature child, of his findings and recommendations. It is 
assumed, I suppose, that he would show good judgment in discuss- 
ing possible heart abnormalities with the child when the parent is 
not present. 

There is a commendable statement that the health examination 
“does not insure the maintenance of the health status found at the 
time of the examination.” The responsibility of the school physician 
in safety is stressed. A section on the school custodian and the © 
school bus driver shows a desirable recognition of the important 
part these people play in health and safety education. 

The whole manual is written in simple terms with complicated _ 
details omitted and left to the technical experts. The recommenda- 
tions are sound, within the reach of most school systems, and, on 
the whole, in broad, general terms. Sources for additional infor- 
mation and guidance are given. The manual is printed on a good 
grade of paper with plain, easy-to-read type, loose-leaf, so that it 
can be added to and changed from time to time. The material is 
written in an interesting manner and is extremely easy to read. 

This manual should be extremely valuable to school health 
personnel, school administrators, and local health departments. 
The bulletin is commended to other States which are planning the 
writing or revision of their school health manuals. Abstracted by— 


C. H. Maxwell, M.D., Chief, Administration of School and College Health 
Services, U. S. Office of Education, Washington 25, D. C. February 1950. 


* * * 


MEETINGS 

American School Health Association and the American Public 
Health Association at St. Louis, Missouri, October 29 - November 8, 
1950. 

American Association for Health, Physical Education and 
Recreation at Dallas, Texas, April 17-21, 1950. 

New York State Sanitary Conference and New York State 
School Physicians Association at Lake Placid, N. Y., June 5-8, 1950. 


agi 

# 
ge 


1S 


